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G 000 INITIAL COMMENTS G 000

 This visit was for a home health initial federal 

certification survey.

Survey dates: 4/15/2013 - 4/17/2013

Facility#: 013112

Survey Team: Dawn Snider, RN, PHNS

Census Service Type: 10

Skilled Patients: 3

Home Health Aide Only Patients: 7

Personal Service Only Patients: 0

Total: 10

Sample:

RR w HV: 2

RR w/o HV: 5

Total RR: 7 

On 4/15/2013 at 2:55 PM, the patient list 

evidenced the agency had 3 skilled patients, and 

7 non skilled patients. The federal survey was not 

completed because the agency did not meet the 

required number of skilled patients. The Indiana 

State Department of Health acute care supervisor 

was notified. The owner of the home care agency 

opted to proceed with an initial state licensure 

survey. 
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